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The patient made a good recovery except that on one occasion she passed some bright red blood from the vagina. She was quite well when last heard of in May, 1911, four years after the operation.
The specimen shown consists of a slice of the right half of the uterus, together with the right ovary and a portion of the tumour. The ovary and tube are atrophied in appearance, but otherwise normal. On one surface of the slice is seen the uterine wall, measuring about 2 cm. in thickness, with the uterine cavity cut across and containing mucus. In the anterior wall is a small fibromyoma, 2 cm. by 15 cm. Growing from the posterior wall of the uterus is a growth waxy in section and breaking down on the surface. The greater part of the growth is occupied by an irregular cavity and posteriorly the wall is very thin.
On microscopic examination the endometrium is found to contain some distended glands and is infiltrated with small round cells. The fibromyoma presents no sign of any sarcomatous change, but is undergoing hyaline degeneration. The section of the tumour shows that it is made up mainly of round and spindle cells undergoing degenerative changes, and that there are present a large number of giant cells with deeply staining nuclei. Scattered throughout the growth are considerable numbers of leucocytes.
Sections of the cervix show perfectly normal structure. (March 1, 1917.) 
Two Cases of Supravaginal Amputation of the Uterus for
Supposed Myoma found to be Sarcoma.
By HERBERT R. SPENCER, M.D.
IN this short communication I wish to place, on record two cases of supravaginal amputation of the uterus for sarcoma, mistaken for myoma. The operations were performed seventeen and twenty years ago. It was these two mistaken diagnoses (which I think could not have been avoided without a microscopic examination) which led me to study the literature and to consider the relative advantages of amputation and total hysterectomy, and to decide very strongly in favour of the total operation, which accordingly I have employed in every case of abdominal hysterectomy for myoma, sarcoma or carcinoma which I have performed during the last sixteen years.
No one will deny that for sarcoma of the uterus total hysterectomy is better than amputation, nor that removal of the uterus whole is better than removal of the body and cervix separately; and no one of experience will deny that cases of myosarcoma occur which cannot be distinguished from myoma at the time of, or immediately after, the operation, but only after careful hardening and microscopic examination of the tumour, sometimes in many places.
These two cases of sarcoma occurred amongst thirty cases of supravaginal amputation for " myoma " (i.e., in 6'6 per cent.), a frequency which is somewhat greater than that generally met with. But sarcoma of the uterus, though rare, is much commoner than is thought by those who do not harden and examine all tumours removed. I have met with more than a dozen other cases. But these two cases now published are the only cases in which I have performed the operation of supravaginal amputation, and they point to one of the disadvantages of the partial operation and one of the points of superiority of the total operation to which I have called attention on -many occasions, and which I will endeavour to illustrate in further detail in subsequent papers, one of which is now in the hands of the secretaries of the Section.
Case L A. I., aged 50 (children four, abortions nil), was admitted to University College Hospital on March 26, 1896, complaining of swelling of the abdomen, occasional attacks of pain and hemorrhage. The enlargement of the abdomen was first noticed nine months ago: there was no pain at the time. About six weeks before admission the patient was seized with sudden severe pain across the abdomen, which had continued since and lately had shot down the left leg to the foot; severe pain had also been present in the back.
Since the attack of pain the patient had been constipated and a discharge of blood had been present, profuse for the first month, but very slight during the last fortnight. The patient had previously had no severe illness; there was no sign of syphilis; her last child was born nine years ago, and since that time she had not been pregnant. There was no history of cancer or tubercle in the family. Menstruation began at the age of 15, was always regular, lasting seven days and requiring nine to ten diapers, and was very painful. Menstruation ceased two years ago. On admission the patient was pale, fairly well nourished. There was no cedema of the legs, in which venules were visible.
The temperature was 100°F., the pulse 140, respiration 24. The heart and lungs appeared healthy. In the right half of the abdomen and slightly passing across the middle line, a well defined tumour was found which reached up to a height of 8i in. above the pubes and measured 73 in. transversely. It did not 113- Photomicrograph of sarcoma of uterus (Case I) showing spindle cells and round cells. Some of the cells and nuclei are very large and stain deeply. In some sections the transformation of muscle-cells into sarcoma-cells can be seen. from the fundus uteri: it was thought to be a fibroid: large veins coursed over its surface and were also seen in the broad ligaments. Supravaginal amputation was performed with subperitoneal treatment of the stump. The ovaries, which MY-7a appeared healthy, were left behind. The wound healed by first intention, and the patient left the hospital on April 22, 1896. At the operation and for some weeks afterwards, while the tumour was being hardened, no suspicion of malignancy arose. Recurrence took place in the lungs (diagnosed in 1897) and in the pelvis and hip (diagnosed in 1898), and the patient died on August 18, 1899.
The uterus removed weighed 5 lb. 15 oz., and measured 19 cm. by 19 cm. by 11Y5 cm. The section (see fig. 1 ) showed that the whole of the body of the uterus was occupied by a tumour which extended nearly to the peritoneum. There was a distinct capsule to the tumour, well seen below. The upper part of the tumour, however, was continuous with the uterine wall. The lower part of the tumour was slightly granular and at the same time showed indications of a fibrous reticulum. The upper half of the tumour was of waxy homogeneous appearance. The peritoneum was smooth and showed no growth. The uterus had been divided just above the internal os, exposing the uterine mucosa, which was smooth and bulged slightly, as it would from the presence of a submucous fibromyoma.
Microscopic Structure.-The tumour is a mixed-cell sarcoma, evidently arising in a fibromyoma, for at the periphery of the tumour the general appearance is that of the fasciculated arrangement of a fibromyoma, the muscle cells of which are large, with an occasional very large cell. Towards the central part of the tumour the structure is that of a typical large round and spindle-cell sarcoma (see fig. 2 ). Case II.-E. F., a virgin, aged 48, was sent to me by Sir Thomas Barlow, on March 12, 1899, complaining of distension of the abdomen for some years and excessive loss for ten months. Menstruation, usually lasting for a week, had been profuse, of three weeks' duration, for the last six months, but was attended with little pain. At times there had been a slight discharge, not haemorrhagic. The patient was thin and had a sallow complexion, but her friends had not noticed any change in these respects, nor had the patient noticed any increase in the abdomen of late. She. was quite free from pain and, except for the sallow complexion, she seemed in good health. In the abdomen was a softish tumour, of elongated oval shape, which reached up for 5* in. above the pubes, 1 in. above the umbilicus. It was regular in outline and was diagnosed as a myoma. No souffle could be heard over the tumour.
The cervix was healthy. There was no sign of fluctuation. On June 12, 1899, I saw her again. She had been taking ergot, which at first diminished the loss, but the last period was again profuse. She was not thinner and the legs were not swollen. As she seemed to be suffering from toxmmia, due to what was supposed to be a degenerated myoma, I advised removal of the uterus by abdominal section. Two days before the operation I found slight pleuritic effusion on the right side. Sir Thomas Barlow did not think this would interfere with the operation, and accordingly I amputated the uterus by the supravaginal operation with subperitoneal treatment of the cervical stump, on FIG. 3. Sarcoma of the uterus (Case II), natural size. The uterus has been amputated through the unaffected cervix. During the process of hardening, part of the soft growth has been extruded into the os; but the cut surface of the cervix was quite normal in appearance in the fresh state. The tumour (which, unopened, resembled a myoma, and contains a small, subperitoneal myoma of normal structure on its posterior wall) is seen, on section, to contain masses of sarcoma separated by fibromuscular septa.
July 13, 1899. The patient made a good recovery and left the nursing home in a month apparently well, but still having a little effusion at the right base. Some months later a large amount of blood-stained fluid was removed from this side by Mr. Bilton Pollard, and it was evident that there was malignant disease of the pleura and lung. In February, 1900, the patient was found to be FIG. 4. Photomicrograph of sarcoma of uterus (Case II) showing large spindle cells and large round cells, with large and deeply staining nuclei. In other sections the transformation of muscle-cells into sarcoma-cells can be seen. very ill with growth in the lung, liver, vagina and vulva, from which she died in the course of the year. At the operation and up to the time of her leaving the home, no suspicion had arisen that the tumour was malignant. It was kept to harden, and when the bloody fluid was obtained from the pleura the tumour was examined and found to be a sarcoma.
The uterus weighed 3 lb. 12 oz., and measured 15 cm. by 14 cm. by 11 cm. The peritoneum was smooth. The uterus had been amputated at the lower segment, exposing the lower end of a submucous and intramural tumour which occupied& the whole of the body. On section (see fig. 3 ) the tumour was, surrounded by the uterine wall which varied from 2 mm. to 1 cm. in thickness. The margin was a little irregular, particularly above, where at one spot it had penetrated nearly to the peritoneum. The tumour was divided up by fibrous strands like those met with in a fibromyoma. The central part of the tumour had a somewhat hyaline appearance; the rest was rather granular and in it smooth-walled cysts and numerous orifices of vessels were seen. On the surface of the posterior wall was a subperitoneal tumour having the usual appearance, and showing microscopically the structure of a fibromyoma.
Microscopic Structure of the Main Tumour.-A section was made through a. fibroid strand in the tumour and the surrounding growth. The fibroid part shows fibromyomatous tissue, some parts of which do not differ very much from ordinary fibromyoma; but other parts show the muscle cells and their nuclei increased in size and less fasciculated in arrangement. Scattered among the muscle-fibres are small round cells. On the edge of the non-fibroid portion of the growth the cells become very large, some being giant cells and having an irregular arrangement, some are round and a few leucocytes are seen scattered through the tissue (see fig. 4 ). It is a mixed-cell sarcoma arising from the' transformation of the cells of a fibromyoma. The secondary growth in the vagina was of similar structure, but the cells were mostly spindle-shaped.
